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emierre’s  syndrome  consists  of  a  pharyngeal  infection  asso-
iated  with  septicemia  and  internal  jugular  thrombosis  with
eptic  emboli.  This  condition  was  described  in  1936  by
ndre  Lemierre.1,2 It  was  initially  named  as  post-anginal
epticemia,  and  then,  ‘‘forgotten  disease’’,  by  becoming
 rare  condition  after  the  advent  of  antibiotics,  with  fewer
han  100  cases  reported  since  1974.2 Lamierre’s  syndrome
as  also  been  named  necrobacillosis,  due  to  the  presence
f  Fusobacterium  necrophorum, a  commensal  bacteria  from
ral  cavity  which  is  considered  the  most  common  causative
gent  of  the  disease.  Bacteroides, Streptococcus  group  B
nd  C,  Streptococcus  oralis, Staphylococcus  epidermitis,
nterococcus  and  Proteus  mirabilis  may  also  be  involved.3
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eserved.The  objective  of  this  report  is  to  present  a Lemierre’s-
yndrome  case  treated  at  the  Otorhinolaryngology  Emer-
ency  Room.
ase presentation
ale  patient,  aged  18  years,  presented  initially  with  throat
ain  and  left-side  neck  pain  evolving  with  fever  (37.8 ◦C).
his  patient  had  been  treated  with  benzathine  penicillin
nd  symptomatic  medication.  On  the  4th  day,  he  began  to
xperience  pain  in  his  knees  and  ankles.
At  admission,  the  patient  was  in  poor  general  condition,
ith  paleness,  dehydration,  tachycardia  (116  bpm),  with
5%  saturation  in  room  air,  hypotensive  (108  ×  57  mmHg)
nd  afebrile  (36.6 ◦C).  The  patient  presented  with  hyper-
mic  oropharyngeal  examination,  a  left  cervical  bulging,
epatomegaly  and  bilateral  edema  and  hyperemia  in  his
nkles.  The  initial  investigation  showed  thrombocytopenia
28,000/mm3),  leukocytosis  with  a  left  shift  (16,100/mm3),
ncreased  creatinine  (3.5  mg/dL)  and  urea  (243  mg/dL).  The
atient  was  treated  according  to  the  protocol  for  severe
epsis,  including  blood  culture,  vigorous  hydration,  IV  cef-
riaxone  2  g,  and  hospitalization.At  the  investigation  for  other  septic  foci,  a  cervical  ultra-
ound  scan  showed  multiple  lymph  nodes  with  inﬂammatory
eaction  and  thrombosis  of  upper  and  middle  thirds  of  left
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Figure  1  (A)  Right  cervical  doppler  ultrasound  scan  with  normal  vascular  ﬂow.  (B)  Flow  absent  in  left  internal  jugular  vein.  (C)
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internal  jugular  vein  (Fig.  1A  and  B).  An  ultrasound  of  the
lower  limbs  showed  a  small  bilateral  ankle  joint  effusion.
During  the  1st  day  of  hospitalization,  the  patient  exhib-
ited  progressive  dyspnea,  with  tachypnea,  suprasternal
depression  and  stertor  crackes  on  pulmonary  auscultation.
We  considered  that  the  sepsis  had  its  origin  in  a  pul-
monary  focus,  requiring  tracheal  intubation.  Thoracic  CT
scan  showed  pleural  effusion  and  multiple  nodules  dis-
tributed  through  the  lung  parenchyma,  with  areas  of  a
ground-glass  pattern  corresponding  to  septic  emboli  (Fig.  1C
and  D).  After  the  introduction  of  piperacillin  tazobactam,
the  patient’s  evolution  was  favorable,  with  improvement
of  the  sepsis.  The  patient  was  discharged  after  14  days  of
intravenous  antibiotic  therapy.  Blood  cultures  showed  no
bacterial  growth.
The  initial  ﬁnding  of  pharyngeal  infection  accompanied
by  sepsis,  in  combination  with  conﬁrmation  of  jugular  vein
thrombosis  and  pulmonary  septic  emboli,  validated  the
hypothesis  of  Lemierre’s  syndrome.
Discussion
Lemierre’s  syndrome  occurs  predominantly  in  young  adults1;
one  study  reported  higher  prevalence  in  men,4 as  occurred
in  this  case.  In  most  cases  of  this  syndrome,  a  pharyngi-
tis  is  noted  before  occurrence  of  systemic  complications,
similarly  to  what  happened  in  our  case;  but  the  internal
jugular  thrombosis  may  result  from  other  head  and  neck
infections.5,6 The  incidence  is  estimated  to  be  3.6  cases  per
million  inhabitants.2
The  septic  emboli  originating  from  the  jugular  throm-
bosis  mainly  affect  lungs  and  joints,3 exactly  the  affected
R
1nodes.  (D)  Ground-glass  appearance  in  lung  bases.
oci  in  the  current  report.  The  lung  condition  may  involve
evere  chest  pain,  dyspnea  and  hemoptysis  due  to  pul-
onary  abscesses.  The  joints  as  well  may  develop  septic
rthritis  and  osteomyelitis.3
The  treatment  of  this  syndrome  consists  of  support  for
he  sepsis  and  antibiotic  therapy,  as  was  done  in  this
ase.  Antibiotic  therapy  should  be  directed  to  anaerobes,
taphylococci  and  streptococci.  The  main  etiologic  agent,
.  necrophorum, is  sensitive  to  penicillin,  clindamycin  and
etronidazole.6 The  blood  culture  of  our  patient  showed  no
acterial  growth;  but  there  is  a  question:  whether  the  previ-
us  use  of  antibiotics  or  a  failure  in  the  collection  procedures
or  anaerobic  organisms  may  have  had  some  inﬂuence  on  the
egative  bacterial  growth  outcome.
inal considerations
emierre’s  syndrome  is  a rare  disease  secondary  to  common
torhinolaryngological  infections.  The  otorhinolaryngologist
hould  be  alert  for  signs  of  sepsis  in  common  infectious  con-
itions.  A  correct  approach  to  sepsis  is  critical  for  obtaining
ood  results  in  this  syndrome.
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